A 53-year-old woman was admitted to St. Joseph's Hospital on November 2, 1964, with chief complaints of palpitation, chest pain, and dyspnea.
A heart murmur and cardiac enlargement, confirmed by chest x-ray, had been detected in 1951. Ten years later she noticed slight ankle edema, followed in 1963 by the onset of exertional dyspnea. In April 1964, she began complaining of precordial pain without radiation; this was followed in June 1964 by palpitation and more severe dyspnea. A first catheterization and aortogram were performed in July 1964.
Clinical and Laboratory Findings
The patient was a well-developed, wellnourished, middle-aged female with slight kyphosis. There was neither cyanosis nor clubbing. Grade 1+ ankle edema was present. All peripheral pulses were full and regular. Auscultation revealed a grade 3 harsh, to-and-fro systolic and diastolic murmur over the second intercostal space at the right sternal border.
Electrocardiogram and chest (table 1 ). An aortogram at this time revealed early opacification in the pulmonary artery region, following injection of the contrast material into the aorta. This appeared to confirm the clinical diagnosis of patent ductus arteriosus, but because of the atypical point of maxi- (table  2) .
A selective cineaortogram performed at the time of the second catheterization revealed a large aneurysm originating from the circumflex coronary artery and communicating with the superior vena cava at about the level of its junction with the right atrium ( fig. 3 ). Interestingly, only the blood sample withdrawn at that point (table  2) showed a significant jump in the oxygen saturation as compared to all the other samples obtained in the superior vena cava and right atrium.
Surgical Treatment
Surgical repair of this aneurysm was suggested and was carried out on March 4, 1965, under circulatory bypass with extracorporeal circulation and intermittent cross clamping of the aorta. The aneurysm was opened, and its point of origin from the left circumflex coronary artery was sutured. The patient recovered from the operation, but expired approximately 12 hours later.
Postmortem Findings
Autopsy revealed the cause of death to be cardiac tamponade related to hemopericardium. The right coronary artery was not unusual in size and distribution. The left coronary artery was large, and its ostium measured approximately 1 cm in diameter. In the left circumflex coronary artery, 2.5 cm from the ostium, there was a recently ligated opening measuring approximately 3 mm in diameter. This previously opened up into an elongated serpentine saccular aneurysm which at first was directed down toward the apex. It soon bent under the coronary artery and acquired a cephalad direction; it measured up to 5 cm in diameter and 14 cm in length. It passed behind the origin of the ascending aorta and the main pulmonary artery to terminate in an evagination which had a 1-mm round opening into the superior vena cava. It was lined with atheroma and partially clotted blood. There were no other communications of the aneurysm with any other vascular structure or with the exterior. Several sections of the coronary aneurysm, some stained for elastic tissue, showed this structure to be lined by the same elastic layers as an
artery. Discussion
The history, physical examination, fluoroscopic examination, and electrocardiogram of this patient were consistent with the presence of a left-to-right shunt and suggested the possibility of patent ductus arteriosus. The unusual location of the murmur, however, should indicate, as it did in this case, the possibility of a different lesion. In such situations, an anomaly of the coronary arteries resulting in left-to-right shunt, a ruptured coronary sinus of Valsalva aneurysm, or some other form of communication between the coronary arteries and the cardiac cavities should be considered. Upshawl analyzed 73 cases collected from the literature and added one of his own. In almost 90% of these cases the communication was between the coronary artery and the right side of the heart, for example, the right atrium, the coronary sinus, the right ventricle, or the pulmonary artery. In only 10% of the cases the aneurysm com-municated with the left atrium or the left ventricle. A similar percentage has been reported by Neufeld and associates.2 Only one report, that by Stansel and Fenn3 in 1964, has described a coronary arteriovenous fistula between the left coronary artery and a persistent left superior vena cava. In our case the communication was with the (regular right) superior vena cava, rather than with the persistent left superior vena cava, which when present, usually communicates with the coronary sinus. It might be of some interest to speculate that in our patient the course of the aneurysm was similar to the course of the sinus node artery, whenever this vessel originates from the circumflex coronary artery as it does in about 40 to 50% of the cases.4,' This aneurysm then could conceivably represent a dilatation of the sinus node branch resulting at a later date in a communication, with left-to-right shunt, between the circumflex coronary artery and the superior vena cava.
In our opinion this case indicates that findings suggestive of the presence of a patent ductus arteriosus accompanied by some unusual features, such as an unusual location of the murmur should arouse suspicion. Moreover, this case demonstrates quite clearly that a complete anatomical diagnosis can be obtained with selective coronary arteriography and that the exact origin of the aneurysm as well as the point of drainage can be easily and accurately documented with hemodynamic and contrast material studies. Although the patient did not survive the surgical repair, her death appeared to be related to coincidental causes (unrecognized hemopericardium due to clotted blood in the drainage tubes). We believe, therefore, that similar lesions should be safely and completely corrected by closing their point of origin from the coronary artery, thereby eliminating the left-to-right shunt and its hemodynamic consequences.
Auscultation in Medico-Legal Cases
Among the most deplorable cases on record, in which innocent human life was deliberately taken, according to legal forms and by the adjudication of the supreme tribunals of the land, that of the child of Mrs. Spooner, who was executed July 2, 1778, stands preeiminent. Under our modern means of diagnosis of the earlier periods of pregnancy, especially with our knowledge of obstetric auscultation, such a case I presume will never happen again. . . . Notwithstanding this urgent appeal of a mother in behalf of her innocent unborn babe, the honorable Council of Massachusetts ordered her execution, and thus inflicted a stain that can never be erased from the annals of the jurisprudence of the State. .. . On the evening of the day of the execution, the "body was examined, as the prisoner had requested, and a prefect male foetus of the growth of five months was taken from her"!-HENRY I. BOWDITcH. The 
